MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WHELFARKE

STATE FILE NI ER
DO NOT WRITE Registration L rimary Régistration District Na, B_Dlﬁ_lngumar‘: No. _2_? 5__.._ ume!

ON THIS STUR

1. PLACE OF DEATH 2. USUAL IIESIENCE (Whete ‘decused lived, If institution: Residence bafore

a. COUNTY Boone a. STA‘EH]._SSOUI‘i b. COUNTY Oz admission)
b. cgl'r {f outside carparate limits, give TOWNSHIP only} Length of ‘stay in 1b c. CITY Inuide Limits

OR
TOWN Columbia, Missouri 3 days TN Ozark Yo O No O

c. FULL NAME OF (If NOT in hospital, give location) Inside Limits ‘d. STREET If i i i
e A nsi imi nets {If cutside, give location} Ruside on Ferm

NUULLOY E11is Fischel Stae C.ncer|' GO - Ya i N0
3. NAME OF DECEASED First Middle _Last 4. DATE Month Day Year

(Type or print) K o OF
Earl Ertart - DEATH  June 3 1963
5. SEX 4. COLOR OR RACE 7. Married [1  Never Married 19 |8. DATE OF BIRTH | 9 AGE [last birthday) |IF UNDER 1 YEAR | IF UNDER 24 HR
M W  Widowed [ Divarced [ 4 {7 ,1 808 85 Months | Days Hours Min.

10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 3). BIRTHPLACE {City and state or country) | 12. CITIZEN OF WHAT CQUNTRY
duringfmmi of working Hfe, sven if retired)
arning none Greep-up, 111 ns

13a. FATHER'S NAME 13b. MOTHER’S MA!DEN NAME - 14, NAME OF HUSBAND OR WIFE

FrankBrhart : Cara Erhart Single.
15. WAS DECEASED EVER IN U.5. ARMED FORCE Y NO. |17. INFORMANTY Address
{¥as, no, or unknown) | {If yes, give war or dates . .
unknown Hospital lecoris Cglumhja, i i
18. CAUSE OF DEATH (Entar only one uu:e per line for (a}, (b), and {c}. INTER EEN
PART |, DEATH WAS CAUSED BY: ) 10%%@0 DEATH

. IMmEDIATE cause ) ASpiration of gastric contents

VS 300
Rev. 4/59

DATE AMENDED

DOCUMENT

Conditions, 1f any, DUE. TO [b). CHronic “brain syndi'ome 1+ year
which gave riss to -
.above cavie {a),

-statlng the under | . . . . . O+ )
llw.m;g :auuu lest. DUE TO (c) Arteriosclerosis . : 1 yE
PART 11. OTHER SIGNIFICANT CONDITIONS: CONTRIBUTING TO DEATH but not related ‘to the ferminel FART (I, I':md-cennd was  female was

s & pregnency in last 90 dava,
O Yes D‘NDJ 3 Unknown
19, WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMDICIDE 70b. DESCRIBE HOW INJURY, OCCURRED. (Enter nature of injury.in PART | or PART |1 of itern 18.)
] 0 'l -

diveess-condition_given i

RT 1 {a) . .
asal ce arcinonma

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

20c: TIME OF Hour  -Month, Day, Year
INJURY a.m. oL

. ‘=~ p.m. . ,.
- . 20e. PLACE OF INJURY {e.g., in or about home, | 20F. CITY, TOWN, OR LOCATION COUNTY
20d. leiTLaEYA?c\sg%nKED i farm, factory, street, office bidg., ete.)
NOT WHILE AT WORK |:| ) .
YA TAT
) ‘rZ'I.I'i'arundad the d d from 6/1/63 6/8 63 and last saw n:m'l'“ on. /379
Death occurred at. 12 !45 D - —m on the date stated above, end to the beat of my knowl.dge. fmm the cavses stated.

i ‘ B TE SIGNED
22s. §1 {Degree title) : 27b. Aonpsss.‘ ] N - - 7 7“
g _/ /5/@454 Jo L. El1is Fischel Hospital - = 6/4/68
738, BURIAT, cnmnjoﬁ:w;% DATE T3c. NAME OF CEMETERY OR CREMATORY 733, LOCATION (City, fown, or county) TState)

REMOVAL (Specify} . . -
- i i ville, Mo
Removal June b, 1963 | Gainesville City Cemetery| Gaines =
ADﬁRE 25. DATE RECD. BY LOCAL REG. [26. REGISTRAR'S SIGNATURE
Za. FUNERAL DIRECTOR o inesville, - ‘

Clinkingbeard Funeral Home, Mo,

' .' {Licsnsed Embalmier'#*Staténént o Reverse Side)

- MEDICAL CERTIFICATION

TYPEWRITER RIBBON

SHOULD READ

ITEM NO.

- BY AFFIDAVIT OF




STATEMENT. BY LICENSED EMBALMER

| hereby certify that the bo_dy whose name 'is recorded-on the reverse side-of this certificate was embalmed by mﬁ,

Student Embalmer No.___~

“or by
working under my personal supervision.

Student

Slgnature of Student Embalmer

Y

1

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes_grounds for revocation of license). .

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.




